ABSTRACT: Qualitative research in order to identify the conceptions of health education that guide the practice of professionals working in the Family Health Strategy with families of children/adolescents with chronic disease. Data were collected from August to December 2011, through semi-structured interviews conducted with 21 professionals in two Integrated Family Health Units in João Pessoa-PB. Thematic analysis revealed that some professionals do the essence of health education activities and others do not develop targeted educational practice for this group, not recognizing children/adolescents with chronic illness in their coverage area. We emphasize the need for health professionals to adopt new ways of doing health and guided by dialogic relations that include health education.
INTRODuCTION
Chronic conditions deserve special attention of health professionals who have the potential to cause stress and disruption in the individual patient and their family, especially if it is a child or adolescent. In childhood, chronic condition is defined as one that interferes with the functioning of the body of the child in the long term, and thus in the process of growth and development, limits their daily activities, affecting the daily lives of all family members, 1 being necessary therefore, actions of health education to cope with this condition and improve their quality of life.
Health education should permeate all practices of child care and involve the family in the educational process, so that education departs from the reality experienced by the family, in a dialogic relationship [2] [3] with the professional, in which it presents itself with a genuine interest to hear each other.
In the care of children/adolescents with chronic disease process, health education is important to the achievement of independence, autonomy, acceptance and routine of their health management, thus it will be easier to prevent recurrences and prevent future hospitalizations. 4 The model of health care to individuals with chronic diseases, focusing on biomedical dimension and gaze directed only to the disease, it is still a practice used, however, inefficient and nothing welcoming existing demands. For greater effectiveness of its actions, it is essential that clinical practice assume a dialogic, interactive and caring dimension. 5 The individual must be recognized in its social context and not the disease, aiming not only to the remission of symptoms, but the promotion of care that go beyond physical health. Thus, health education should be valued as an approach which is inherent to the social emancipation of improving the quality of individual and collective life process. 6 Regarding chronic condition in childhood, the family can not be seen only as one who must fulfill certain actions by health professionals, but as an active subject in the construction and meaning of self-care process, enhancing dialogue and knowledge they hold the about the child's illness in order to promote accountability and active participation in the implementation of care and health improvements. [6] [7] Therefore, in addition to empowering families to effective care, it is necessary that this be marked in full, respect for life and citizenship, and that professionals know the specifics of families in order to organize their work process from the reality experienced by each child and their family. It is also urgent that the professional approach families of health services, generating new relationships and possibilities for dealing with grievances, as is the situation of chronic disease in childhood. 8 Given these considerations, the study is justified by the need to investigate the thematic health education for families of children and adolescents with chronic illness in the Family Health Strategy (FHS). This is considered the first contact to the network of health care and should act as an effective and concrete service that prioritizes prevention and health promotion for all individuals, especially in childhood and youth. In this health care model, the professional should have a larger view of care, enhancing family presence and thinking health education with a view to preventing recurrence.
Besides the direct impact on the biological functions of the child/adolescent, chronic illness affects their existential dimension is necessary, therefore, that the professionals working in the FHS expand their actions, to promote support needed for children/adolescents and their families who experience chronic condition, in order to reorganize with the situation, production of skilled care, identification of social support and social networks, and building operations expanded as the diagnostic and therapeutic process, addressing the uniqueness of this group.
Therefore, the aim of this study was to identify the conceptions of health education that guide educational practice of professionals working in the Family Health Strategy with the family of the child/adolescent with chronic disease.
METHODOLOGY
Outlined a study was exploratory-descriptive study with a qualitative approach, conducted with professionals working in primary health care.
The fieldwork was conducted between August and December 2011, in two Integrated Family Health Units. Each unit contained four teams , belonging to one of the health districts of a city of Paraiba. This choice is due to the fact that the District be located in the area covered by the Federal University of Paraíba (UFPB), facilitating access to the research field because this field of practice of undergraduate courses that institution.
We opted for the integrated unit due to the ease of access to professionals who work there, considering that this unit has four full teams of the Family Health on a single physical space, corresponding to a total of 24 top-level professionals who hold distinct environments but also use some of the rooms in common, such as pharmacy, vaccination room, dressing room, reception, observation room, sample collection, misting room and cytological material sterilization room.
The study subjects were health professionals who attended top-level families of children/ adolescents enrolled in the Family Health Units (FHUs), elected for the study. Was used as inclusion criteria: be a doctor, nurse and dentist who attended to children or adolescents registered in the area covered by the Family Health Units; act in FHUs for a minimum period of six months, and , as exclusion criteria: medical, nurses and dentists who were on vacation or licensed during the period of data collection.
We opted for these occupational categories are part of the minimum top-level team of the FHS in the selected units. It is noteworthy that 21 professionals participated in the study because two refused to participate and one of the teams had no doctor. To ensure anonymity, identified the subjects with initial letter representing the professional category to which they belong, followed by the sequence number of the interview.
The empirical data collection was conducted through semi-structured interview, which was recorded and transcribed in full for analysis. The instrument for data collection was based on a script composed by the following guiding questions: what do you mean by health education? What educational practices that you develop with the families of children/adolescents with chronic illness? As you perform these activities?
Interviews were previously scheduled as convenience of the participants, except for those who chose to perform it right at the moment of first contact, in the health clinics. It is noteworthy that an interview was held at the home of the professional, because it stood on medical leave. All interviews were recorded on digital media, after approval of the interviewees in order to capture essential to the study of information.
The interpretation of the data followed the steps of the analysis temática:
9 data organization, encompassing all the material collected with transcribed the interviews in order to perform a first organization of reports in a particular order, since starting a rating. After traced the horizontal map of the material and, subsequently, in the light of the objectives of this study, successive readings of the texts were performed by making an interrogative relationship with them to grasp the structures of relevance. This procedure allowed us to elaborate a classification by cross-reading. Then, from the structures of relevance, sued the reunification of the most relevant topics for the final analysis.
Having regard to Resolution n. 196/96 of the Ministry of Health, which regulates the conduct of research involving humans, this research project was approved by the Research Ethics Committee of the University Hospital Lauro Wanderley, whose opinion was favorable (Protocol n. 83/11). For all participants subject was presented the Statement of Consent, which contained the purpose of the research and its embodiment, so that they could nod his agreement, if they wanted to participate in this research as well as giving up his membership at any time research, ensuring their anonymity and confidentiality of information.
RESuLTS AND DISCuSSION
The 21 expert participants in this study were female. The training time ranged from 15 to 30 among the nurses, a 40 years of medical and 21 between the three dentists. Of those interviewed, nine had a specialization in Family Health, Public Health six out four in Pediatrics, and only two had no professional specialization.
From the interpretation of the data, two empirical categories were constructed: Conceptions of professionals about health education; Educational practices and performed by professionals with families of children/adolescents with chronic disease.
Conceptions of professionals about health education
From the implementation of the Unified Health System (UHS) and the creation of the FHS, the guidelines focused on population health and how it should be passed, only to present another approach, leaving aside a biological vision for a magnified view of the individual. However, it is still common to encounter professionals whose actions remain focused on the biological model, and their activities in health education explanations revolve around just meant to control the disease. [ 
.] (E2).
The speeches above show the position of authoritative professional on the individual, making clear its vision of being the holder therefore know the power, while it is up to the user to abide by its guidelines and change of behavior, regardless of their knowledge of the best way to care for or even existing conditions for self-care.
This attitude is contrary to what is advocated for addressing individuals and collectivity in an extended care perspective. Being a social practice, health education should be based on the questioning of everyday life, in appreciation of the experience of individuals and social groups and reading about different realities. 12 Despite the recognition of education as transformative practice of functioning, professional still retains a conception of content delivery, placing himself in a posture as being solely responsible for the healthier choices of the individual. In contrast, health education should be developed from the exchange of knowledge, since it favors space for reflection, with the seizure of new knowledge involving a change of attitude. 13 However, unlike the understanding of health education as just imparting knowledge, advocated during past decades, this new design is guided by the idea that education in health aim to promote the autonomy of individuals from their own choices, so detached from the regulation and supervision of health professionals. These statements are consistent with the literature, 15 since the concept of health education is anchored in the concept of health promotion, because both concepts require the participation of the population, their needs, their lifestyle, beliefs, values, desires, choices and experiences. Such participation requires involvement, commitment and solidarity, while daily construction decisions jointly established with all those involved in the educational process and remain committed to exchange experiences and knowledge.
To promote health education, you must know yourself, to be able to understand the other, to empathize, to exchange knowledge. Educating is a continuous process, in which we teach and learn every day, respecting the knowledge of others and learning from him. Thus, teaching is not transferring knowledge, is yes, create possibilities for its construction and production. 16 
Educational practices carried out by professionals and the families of children/ adolescents with chronic disease
Family Health as a strategic priority and substitutive model for the organization of primary care, is the gateway to the system and point of contact for preferential access to health services. 17 This level of care are addressed common problems of the community and offered promotion, prevention, early diagnosis, treatment and rehabilitation services, referencing the more complex cases to other levels of care, incorporating and restating the principles of the UHS. 18 Thus, professionals working in it should also take into account individuals with diseases already present, especially in relation to chronic diseases, with actions aimed at minimizing the pain and prevent complications of the disease.
Chronic illness in children/adolescents is characterized by causing repercussions that affect not only the patient but the whole family universe and can bring complex problems and long-term implications, which will translate into loss of quality of life of the entire group . Thus, chronic disease imposes changes in the life of the child/ adolescent and his family, who, amid the chaos, look for ways to adapt. This process depends on the complexity and severity of disease, the stage at which it is available and structures to meet the needs and regain balance. 
. ] (M5).
The members of the healthcare team must know the disease to orient and sensitize the binomial child/adolescent-family. Therefore, it is essential that professional values to qualified hearing, the process of expanding health because this skill awakens trust, establishing relationships between the multidisciplinary team/patients and families, thus allowing feelings of safety and satisfaction in this dialogical process. 20 The development of educational activities reported by professionals during the study con 
] (E5).
The statement revealed that some professionals are unaware of the potential that the home visit and childcare have to provide education to families of children/adolescents with chronic diseases, considering only those educational activities that are developed collectively.
A home visit is aimed at promoting health through an inter-relational and educational approach, developing individual and collective potential in fighting the disease. In this strategy, the client/family has the opportunity to broaden their understanding of their problem and reflect on the intervention of the reality in which he lives, focusing their autonomy. 21 Have childcare effective by the regular and systematic monitoring of children to assess their growth and development, immunizations, guidance to mothers on accident prevention, breastfeeding, individual and environmental hygiene, and also for the early identification of health problems, with a view the effective and appropriate intervention. 22 So it has strongly focused on promoting health through educational and preventive actions character. You can see that the theoretical assumptions of the FHS and work context of team health favor the interaction with the family, and that activities such as home visits, data collection and time guidelines are timely situations so they can work family and develop educational activities recommended in this health model. However, it seems that there is a certain lack of preparation of health professionals to assist families, since the use of these activities are still marked by the traditional individual model of care, and dressing. 23 This behavior may be related to the training of professionals participating in the study, since some of them have over 30 years of graduates, at the time when the school was facing the medical model of health centered and focus on the health education activities, as the individual was not seen as the protagonist of your health care.
Although practitioners claim to develop educational activities for families of children/ adolescents with chronic disease, we determined the reports that some of them do not perform any specific educational activity for this clientele, more than that, unaware in his area of children and scopes adolescents with chronic illness. No, not here, not so identify chronic disease, not (O1); Not with the disease itself, it does not (O3); No, no, [...] more specifically with the family that has a child with a disease chronic, we do not have (E1).
Among the individual stocks of health education, it is identified that a significant portion of the actions developed by professionals in FHUs is performed at the time people seek care in the health service, with the assistance based on the spontaneous demand of the population and reasoned almost exclusively in the biological, 24 with little or no bond with the user.
A study 25 aimed to identify the social network and the types of social support, evaluating supporters bonds from the perspective of families of children with chronic conditions in the Family Health Units of their coverage areas detected from the construction of the eco-map professionals FHUs not show sensitive to welcome the unique needs of these families, reflecting negatively on social network and support. Moreover, undertakes the construction of the line of care because there is no follow-up care of these children and families, proving that when the child needs health care, family search directly tertiary service.
This shows that there is still long way to go in this respect as at the time of hospital discharge, the child and family must be accompanied by professionals USFs, which should act concomitantly with hospital care to give adequate support to children, 25 in order to avoid worsening of the problem and/or unnecessary hospitalizations.
This lack of connection between family and child/adolescent with chronic illness and the professionals who work in the FHS proves contrary to what is provided by the Ministry of Health, which prioritizes the Family Health as the main strategy for the reorganization of care Ladies, looking for the integration and organization of activities in a defined territory with the purpose of favoring face the problems identified.
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Noteworthy is perceived in some professionals to act as facilitators of health education activities difficult, highlighting the need for ongoing education, as this is a strategy that has the character of assigning scientific reality experienced by each professional knowledge in their daily lives, making become an important tool that should be used to meet the needs of family health teams. 27 In order to equip health professionals, the Brazilian government established a National Policy of Permanent Education in Health (PEH) by GM Ordinance n. 198/2004, aiming at the transformation of professional practice and organization of work itself, taking as reference the health needs of populations and the organization of healthcare management. [28] [29] Currently, the challenges of building the SUS directly reflect the need to review the processes of training and organization of health work to promote a reorientation of care models and management practices and care.
In this context, improving the health of children/adolescents with chronic illness requires transformation of a system of health care that is still essentially fragmented, reactive and episodic, responding to the demands and conditions of acute events, focused on the disease to other system be proactive, integrated, continuous, focused on child/adolescent and family and focused on the promotion and maintenance of health.
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CONCLuSIONS
When dealing with health education, one should take into account that your main goal is the prevention of diseases and promotion of health, however, from this study, it was noticed that there are professionals who work in the FHS that do not have this conception, and eventually develop activities which they see as health education, however, focused on explanations just meant to control the disease.
This work enabled us to understand that in the context of the FHS, the activities carried out by professionals with the family and children/ adolescents with chronic disease demonstrate educational, for which use the strategy of household and/or childcare business. However, are based on individualized and specific guidelines therefore do not perform their activities in view of the comprehensive care.
It is noted that any contact made with the individual should be designed as a time to promote health, therefore, governed by health education. However, practitioners need to take ownership of these strategies in everyday practice, especially with the chronic condition in childhood given the constant demand of care in this population. It was found that there are professionals that refer not to develop any kind of educational practice focused on this nuclear family, often reaching unaware children/adolescents with chronic illness in their coverage area. Not because they do not exist, but because the weakness of the bond intersects the construction of larger, continuous and effective care to these families.
Some professionals combine health education only educational actions such lectures, workshops, group formation and rounds of conversation, ignoring the dialogical therapeutic encounter as an effective form of health education. In their everyday practice, the actions aimed at families and children/adolescents with chronic conditions are still poor, resulting in high demand for admissions with a diagnosis and/or relapse of chronic disease due to lack of proper management in primary health care.
Noting that the activities sometimes are not performed as recommended for primary health care, should raise other points that could contribute to this situation, as working conditions, consistent with the poor infrastructure of health facilities, bureaucracy and excessive activities in their daily lives. Also noteworthy is the influence that these professionals had in their academic progress, with a model that does not privileged actions of health education, becoming a pressing need to establish continuing education as a tool to promote skills of the labor process in the Strategy Family Health.
It is hoped that in so far as there is the identification of children/adolescents/families with chronic illness in the coverage areas of the studied units, considered avoidable hospitalization therefore sensitive to basic and treatable attention in this context, can be adopted educational strategies that articulate the various levels of health care, ensuring continuity of comprehensive care. Thus, it will be possible to reflect and (re) organize the work process in the care of this group and plan a service that meets your health needs.
Actions that give account of this universe of health care need to be linked also to policies that address children and adolescents with chronic disease because currently these show themselves invisible to both professionals as managers and policymakers at all levels of health attention, notably in primary care.
During this research it was established relevance in addressing this issue, as they were found a few articles that portrayed the theme about chronic disease in childhood and adolescence in the context of primary health care.
Thus, this study can contribute to health professionals and management agencies revise their conceptions and educational practices with families and children/adolescents with chronic disease to adopt new ways of doing health and rethink the ongoing in-service education to enable the construction of a look at health education, based on dialogical relations and appreciation of popular knowledge, and are guided by strengthening the capacity of choice of subjects and his leadership. More than that, you need to give visibility to the health problems of this population through expanded policies that address the unique needs of those who need health services for a long time, but for the rest of their lives.
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